A case manager's ability to obtain worksite accommodations and engage workers in active problem solving may improve health and return to work outcomes for clients with work related upper extremity disorders (WRUEDs). This study examines the feasibility of a 2 day training seminar to help nurse case managers identify
ergonomic risk factors, provide accommodation, and conduct problem solving skills training with workers' compensation claimants recovering from WRUEDs. Eight procedural steps to this case management approach were identified, translated into a training workshop format, and conveyed to 65 randomly selected case managers. Results indicate moderate to high self ratings of confidence to perform ergonomic assessments (mean =7.5 of 10) and to provide problem solving skills training (mean =7.2 of 10) after the seminar. This training format was suitable to experienced case managers and generated a moderate to high level of confidence to use this case management approach. C ase management (CM) has played an increasingly important role in workers' compensation benefits, although such services have often been limited to monitoring of the claims process and surveillance of medical treatment. Proponents argue that CM reduces health care and indemnity costs (Bernacki, 1996) . However, there have been no large scale trials of the effects of CM on broader outcomes of importance to workers' compensation systems such as symptom resolution, daily function , well being, injury recurrence, and worker satisfaction with care . For work related musculoskeletal injuries, case managers face multiple and complex factors related to recovery, and these may require specialized skills and training. Few randomized controlled trials have compared the effectiveness of alternative case management training or strategies, and none have addressed these services for workers experiencing work related upper extremity disorders (WRUEDs).
Work related upper extremity disorders account for a significant proportion of claims, lost time, and indemnity and health care costs (Courtney, 1999; Hashemi , 1998) . These disorders have been difficult to manage clinically and administratively, and a small but significant proportion of cases experience delayed functional recovery (Cheadle, 1994; Hashemi, 1998; Personick, 1993) . Data on the federal work force reveal that for those carpal tunnel syndrome cases with lost work time, the average number of lost work days is similar to that of back injuries . The impact of these disorders on lost time, health care costs, and quality of life requires innovative efforts to improve outcomes . Augmenting the role of the workers' compensation case manager to obtain ergonomically based worksite accommodations and to engage injured workers in active problem solving may help workers overcome barriers to return to work following a medical course of treatment.
A traditional claims and medical management model may address medical factors but fails to properly address ergonomic and psychosocial factors shown to be risk factors for WRUEDs and their associated disability Bernard, 1997; Polanyi, 1997) . Ergonomic factors include (Armstrong. 1993; Feuerstein . 1997; Latko, 1999; Ulin, 1992) Psychosocial factors include Huang, 1998; Kasl, 1996) : • High job demands. • Self reported occupational stress. • Pain coping style. • Low perceived job support.
Integrated care addressing both workplace ergonomic risks and psychosocial factors may be most helpful to return injured workers to their regular work after treatment for an upper extremity injury.
One role of the case manager is to help an injured worker overcome potential barriers to return to work. For workers with WRUEDs, a variety of problems may arise, including: AUGUST 2001, VOL. 49, NO.8 
What Does This Mean for Workplace Application?
Specific tools for overcoming return to work barriers associated with upper extremity disorders can be developed based on known factors that contribute to upper extremity disability. Problem solving skills training and ergonomic assessment to improve workplace accommodation are useful and acceptable tools for case managers assigned to workers with upper extremity disorders. A 2 day training seminar to advance these skills received high marks from case managers.
A CM approach engaging injured workers in the use of problem solving strategies may help to overcome these barriers . Problem solving skills have been shown to be important in reducing the impact of poor health and occupational stress. Interventions designed to help individuals actively address life challenges and improve interpersonal problem solving behavior have been effective to reduce illness episodes , illness days, and disability days (Marx, 1984) . Persons who are more confident problem solvers report fewer physical symptoms (Elliott. 1994) and less psychological distres s (Elliott. 1995) . It is possible that when confronted by health and occupational problems associated with a WRUED, individuals with an orientation toward problem solving and knowledge of specific skills will more effectively plan and execute a sustainable return to regular work.
A review of empirical studies related to the benefits of workplace accommodation, including modified or temporary alternate duty, graded work exposure. and work trials, showed that return to work rates are doubled among injured workers offered such options (Krause, 1998) . Furthermore, these reviewers concluded that accommodated work reduced the number of lost work days by 50%. Surveys comparing manufacturing corporations' disability management practices have shown that proactive return to work programs are associated with fewer injury claims (Habeck, 1998a; Habeck. 1998b) . Earlier work by these investigators also observed lower rates of workers' compensation claims in companies providing temporary alternate or modified work and creating an environment where employees participated in problem solving and decision making within company operations (Habeck, 1991) .
Providing modified duty accommodations to workers with musculoskeletal injuries has been particularly challenging for smaller employers (Kenny, 1999) and for employers without proactive return to work programs (Habeck, 1991) . Among a sample of Florida workers with occupational back injuries and greater than 4 weeks of work absence, only half were offered modifications to their original preinjury work. In addition, only half the employers provided needed special equipment as requested by the worker or treating physician (Strunin, 2000) . Among workers with disabilities in general Part ofthe challenge ofreturning workers to their regular duty work is to identify and reduce physical risk factors presumably contributing to the onset ofsymptoms.
(including both work related and nonwork related injury and illness), reasonable accommodation is the most common area of dispute between employees and their employers (Huang, 1998) .
For individuals at computer workstations, useful accommodations to reduce upper extremity discomfort include improved computer keyboards, altering chair or desk height, adding a telephone headset or voice activated software, or rounding desk edges. For workers performing manual materials handling tasks, possible accommodations include workstation reconfiguration, improved hand tools, nonvibratory gloves, providing additional workspace, increased job rotation, or more frequent breaks . Part of the challenge of returning workers to their regular duty work is to identify and reduce physical risk factors presumably contributing to the onset of symptoms. Multidisciplinary rehabilitation programs that include ergonomic consultations, vocational counseling, and work simulation have been shown to improve return to work rates from 40% to 74% (Feuerstein, 1993) in more complex cases. A prospective study of carpal tunnel surgery outcomes indicated that ergonomic practices predicted work status 6 months after surgery (Amick, 2000) . These findings suggest that modified duty and ergonomically derived physical accommodations may improve health and occupational outcomes for injured workers. Because most jobs require manual dexterity, accommodation is critical for workers recovering from upper extremity disorders.
This article describes a 2 day professional education program for nurse case managers under contract for workers' compensation programs who were participating in a randomized controlled trial of CM services for WRUEDs. The focus of the CM program was to better engage workers in the injury recovery and return to work process through collaborative problem solving and accommodation, with the case manager as the facilitator of change. This training was the first step in a 3 year investigation to determine whether CM services applying these strategies would show improved WRUED outcomes.
METHODS

Participants
Participants were nurse case managers under contract to the U.S. Department of Labor, Office of Workers' Compensation Programs (OWCP) to provide medical CM for federal workers with accepted workers' compensation claims. Of 137 case managers, 92 (67%) were randomly selected and invited to participate. This number 380 was based on a target participation of 50% with an anticipated volunteerism rate of 75%. Of the 92 case managers contacted, 65 case managers (71%) volunteered to participate in the training. Case managers (64 women, 1 man) represented 10 metropolitan areas: • No data were available to compare the training and experience of volunteer versus nonvolunteer nurses, but reasons for nonparticipation were scheduling conflict (45%), too busy (21%), illness (14%), unresponsive (10%), or not interested (10%).
Minimum experience requirements for contract case managers in the U.S. Department of Labor's workers' compensation program include the following: • A registered nurse (RN) license in the jurisdiction where services are provided.
• At least 2 years medical or surgical nursing experience in an acute care setting.
• At least 2 years experience providing CM services.
The latter experience requirement could be met through workers' compensation CM services or through experience with occupational health nursing, rehabilitation nursing, discharge planning, community health nursing, or utilization review.
Procedure
An Integrated Case Management (ICM) approach to WRUEDs was developed by the authors based on a literature review, consultation with experts in management of upper extremity injuries, clinical experience of the authors in musculoskeletal rehabilitation, a chart review of WRUED cases, a review of federal claims data , and consultations with OWCP, the host agency.The goal of this experimental approach was to better engage workers in the injury recovery and return to work process through collaborative problem solving and ergonomic accommodation. The process involved conceptualization of an eight step CM process (see Table 1 ), creation of a 200 page ICM provider manual (Feuerstein, 1999) , intensive review and revision with the host agency, and consultations with key stakeholders (labor unions and employing agencies). After review and approval of the final ICM training format and materials, training seminars were scheduled for January through April, 1999.
Case managers volunteered for the training by responding to a written invitation from the OWCP Medical Director to participate in an upcoming 2 day training session to be held in their region within 30 to 45 days. In the invitation, the training was described as specialized training in problem solving techniques, ergonomic assessment, and workplace accommodations by experts 
Procedural Steps of the Integrated Case Management Approach
Step ICM Component 
Goal
Insure quality health care for treatment of upper extremity symptoms.
Collect information from all domains that may affect injury recovery and return to work.
Develop strategy to identify and resolve potential factors related to injury recovery and return to work.
Engage workers in active problem solving to overcome potential return to work barriers.
Identify ergonomic factors that may contribute to risk of reinjury or delay return to work.
Reduce ergonomic risk exposure to site of upper extremity symptoms.
Reduce likelihood that future work exposure will lead to reinjury and disability.
Increase claimant self efficacy for monitoring and preventing future symptoms.
Process
Refer to medical care guidelines by the American College of Occupational and Environmental Medicine (ACOEM).
Use semistructured interview that assesses multiple health and work domains, including self reported ergonomic risk exposure. Identify key problem areas with specific plans and responsible parties; indicate timelines. Provide education in problem solving techniques for addressing potential return to work barriers. Involve claimants in decision making process. Administer self report measure of perceived ergonomic risk exposure; conduct worksite walk through with worker and collect workstation measurements. Conduct workstation analysis to recommend solutions for potential sources of discomfort; formalize accommodation plan including responsible parties and timeline.
Recommend modified duty transition. Identify high risk situations and plan for changing workstation or increased work demands.
Conduct worksite evaluation to insure accommodations in place; reinforce return to work accomplishments; review problem solving technique to overcome future setbacks.
with a focus on developing and enhancing the injured employee's problem solving skills and on the evaluation and remedy of various factors that may contribute to or exacerbate the injuries, affect appropriate medical treatment, and impede a safe return to work. The training was provided free of charge, and an added incentive for participation was 13 hours of continuing education credit from the Case Management Society of America (Little Rock, Arkansas). No fees were paid to participants for the time spent in training. Volunteer nurse case managers were provided instruction in the ICM approach in a 16 hour, 2 day training workshop (see Table 2 ). This workshop included a combination of didactic presentations, case simulations, and hands on exercises. Site trainers included a psychologist, an ergonomist or rehabilitation engineer, a staff nurse from the regional OWCP office, and a senior claims representative from the National OWCP office. Case managers were informed at the initial training ses- AUGUST 2001, VOL. 49, NO.8 sion that project staff were available by telephone, email, and Internet site throughout the course of the 3 year project to provide a consultation or sounding board for discussing strategies on individual cases, providing suggestions, and receiving feedback. During the follow up period, volunteer federal workers with compensable WRUEDs and lost work time were randomized to receive either the ICM or "usual care" CM and were periodically assessed in terms of work status, symptoms, and function. Participating ICM case managers were cautioned not to share details of the ICM approach with other OWCP case managers to avoid cross contamination between groups.
At the conclusion of the 2 day training, case managers rated their level of confidence from 1 to 10 (l = no confidence, 10 = extreme confidence) related to their ability to use the two primary components of the ICM program (i.e., ergonomics, problem solving). Also, case managers completed an evaluation of the 2 day training On the evaluation form, participants were invited to list any recommendations or comments, and were asked whether they would find a refresher course useful at a later date.
382
The leM Training Program
Step 1: Quality medical eM. Case managers were provided copies and introduced to the medical management guidelines prepared by the American College of Occupational and Environmental Medicine (ACOEM) (Harris, 1997). These guidelines include chapters pertaining to neck and upper back complaints (Chapter 10); shoulder complaints (Chapter 11); elbow complaints (Chapter 12); and forearm, wrist, and hand complaints (Chapter 13). The guidelines contain diagnostic criteria, recommended methods of symptom control, acnvity alteration, treatment, and clinical decision making. Case managers were encouraged to refer to the guidelines for questions of whether workers were receiving generally accepted levels of medical treatment for WRUEDs.
Step 2: A comprehensive initial interview. Rationale and method were presented for completing a semistructured initial interview with WRUED injured workers. Case managers were encouraged to use a supportive, interactive style and to use the semistructured interview to cover important domains while prompting for more details when appropriate. Primary domains of the interview were medical status (14 questions), work description (3 questions), workplace accommodation (7 questions), nonwork related activities (2 questions), and overall response to injury (7 questions). In addition, administration and use of a self report measure of ergonomic risk exposure (Marcotte, 1997) was described. Finally, practice interviews were conducted in pairs based on recollections of previous upper extremity cases. These were reviewed and discussed in the full group.
Step 3: Developing a eM plan. From information gathered in the initial interview, the first medical visit, and from the employee's supervisor, case managers were encouraged to lead an interactive and participatory process by which potential problem areas could be identified early and tentative recommendations made. A major emphasis of this ICM component was to include the injured worker in all aspects of planning with other parties (e.g., supervisor, injury compensation specialist from the employing agency, medical providers, claims examiner) to reinforce the worker's central and necessary role in the recovery and return to work process. Case Modify the work sltuaflon to reduce or eliminate the discrepancy. Note whether there is a need for a lower leg support (Le., footrest). managers were instructed to complete an ICM Case Management Plan specifying key goals, tentative plans, and items requiring immediate attention with the worker.
Keyboard
Step 4: Applying the problem solving process. Case managers were provided the rationale and method for a six step problem solving technique (D'Zurilla, 1990; Nezu, 1989 ) that was to be, in tum, presented to injured workers with WRUEDs for help in overcoming functional limitations, reducing ergonomic exposure, and solving other problems that may jeopardize a sustained and comfortable return to work. The six steps of the problem solving process are shown in Figure 1 . Each step of the process was described in detail, examples were provided, and participants volunteered problems from past cases for further illustration. Two simulated cases were discussed with respect to problem solving. Case managers were instructed to spend a total of 4 to 6 hours with each injured worker over the course of their CM intervention to describe the problem solving approach and help the worker apply this technique to resolve any potential return to work issues (e.g., lack of accommodation, transportation problems, a need to modify work tasks).
Step 5: Worksite ergonomic assessment. Nurses were trained to conduct a worksite analysis using a standardized protocol including a 38 item self report measure of exposure (Marcotte, 1997) ; a brief workstation checklist (sample page excerpted in Figure 2 ) (Office Ergonomics Advisory Committee, 1997); and a measurement of work station factors that may contribute to increased fatigue, discomfort, and pain (see Figure 3 ). Sample items from the self report measure of ergonomic exposure included, "My work requires that I repeatedly throw or toss items" and "I force or yank components of work objects in order to complete a task." Injured workers were to accompany the case manager to the worksite to elaborate on job tasks and demonstrate typical activities within the work environment. Anthropometric measurements included eye height, elbow height, popliteal height, and buttocks height (for standing workstations). Participants were provided instruction in multiple ergonomic factors that may directly or indirectly contribute to upper extremity symptoms, including awkward postures, excessive repetition, increased force, contact stress, glare, temperature extremes, work organization, and work style. A sample workstation was used to demonstrate measurements and potential risk factors. Two simulated cases with videotapes were provided in the training to practice ergonomic assessment and brainstorming of potential accommodations. The two simulated cases involved a computer keyboard operator and a production assembly line worker.
Step 6: Providing ergonomic accommodations. Nurses were provided with a method for generating and docu- menting a plan for reasonable accommodations to eliminate or reduce ergonomic risk factors. This involved discussions with and input from the worker, immediate supervisor, and other agency representatives about possible accommodations and their schedule for implementation. A key component was to put in writing specific tasks with responsible parties, and to persist with superiors whenever accommodations were initially refused by immediate supervisors (see Figure 4 ). Case managers were also provided government and manufacturer based Internet addresses and phone numbers to quickly research the availability of office or industrial assistive technologies.
Step 7: Preventing reinjury. Before returning claimants to regular, full time work, case managers were instructed to have a frank discussion with the injured worker about the possibility of reoccurrence or reinjury. The product of this discussion was a "reinjury prevention plan" that could be referred to in the event of any returning signs of mild upper extremity discomfort. Recommendations for reinjury prevention plans included: • Identifying potential triggers and high risk work situations.
• Recognizing that temporary setbacks may occur. • Avoiding feelings of frustration. • Developing a short term coping plan.
Discharge recommendations included self care approaches for minor symptoms (e.g., over the counter medications, rest, ice) and emphasis on using problem solving approaches to obtain future work accommoda-tions if they become necessary. Efforts to prevent reinjury were based on the relapse prevention model by Marlatt and others for health behavior self management (Larimer, 1999) .
Step 8: Follow up. After an employee returned to work, case managers were instructed to follow the indivudal's case for 60 days to ensure that any necessary accommodations were in place and that symptoms did not reoccur. Case managers were encouraged to schedule at least one worksite meeting with the claimant during this follow up period to reinforce the workers' accomplishments in returning to work, review the problem solving approach, and to inspect accommodations. A consultation with the injured workers' supervisors and managers was recommended to reinforce the worker's future problem solving efforts.
RESULTS
Case Manager Response to ICM Training
Overall, participant evaluations of the ICM training program were high (between 4 and 5). The composite evaluation rating (a mean of the five items-see Table 3 ) was 4.4 (SD = 0.3). A within subjects comparison of scores on the five evaluation items showed that evaluations for "meeting expectations" (Item I) and "able to develop a plan" (Item 2) were the highest scored items (multivariate F [4, 61] =7.01, p < .05, Bonferroni corrected ex for pairwise comparisons = .005). A comparison of evaluation ratings between the eight training sites (one way ANaYA) 'Scaling for items 1 through 5 was from "1" (least agree) to "5" (most agree). Scaling for items 7 and 8 was from "1" (not at all confident) to "10" (extremely confident).
showed only that the physical facilities were rated lower in one of the training sites where space was limited (F [7,57] = 4.36, p < .05). Sixty of 65 participants indicated that a follow up refresher course could be useful. Confidence ratings to perform the ergonomic accommodation and problem solving ICM components were moderate (6 to 8 of 10 possible). The mean "ergonomics" confidence rating (see Table 3 ) was 7.5 (SD = 1.7). The mean "problem solving" confidence rating was 7.2 (SD = 1.7; paired t test, p > .05). A within subject comparison of the two confidence ratings showed that participant confidence ratings of these two skill areas were not significantly different (matched samples, two tailed t test, p > .05). A comparison of confidence ratings between training sites (one way ANaYA) showed a slightly lower rating of confidence for the ergonomic component of the ICM training at the first and largest training site (mean =6.1 versus 7.5 overall; F (7,57) = 2.88, p < .05).
At the completion of the training, all 65 participating case managers were provided an opportunity to list written comments about the course content and training format. The participants provided a total of 68 written comments. Positive comments tended to emphasize that the training was well organized, well presented, and very applicable to current CM activities. Others found the training helpful to add structure and organization to their current CM activities. Several participants noted the benefit of having presenters available for subsequent consultation with individual cases. Suggestions were made by some to provide less material, reduce paperwork demands of the ICM approach, increase the training to 3 days, or provide materials for review in advance. Other recommendations were made to include more case illustrations and spend more time describing the underlying research hypotheses and methods of the study.
Observations of trainers provided additional opportunity for feedback. The verbal questions and comments raised by participants suggested a very high level of nursing experience, a thorough understanding of musculoskeletal work injuries, and an appreciation for the multidimensional aspects of return to work. Some variability was found in familiarity with the Department of Labor's workers' compensation program (a few of the participants were new to the OWCP program). This necessitated the occasional discussion of general procedural and policy issues. Experience and background in both ergonomics and client education varied significantly. Several case managers were either certified professional ergonomists or had social work or client counseling experience. This helped enrich discussions of accommodations and problem solving, respectively. Some case managers initially expressed concerns about performing the problem solving skills training with claimants because this might make workers feel blamed for their injuries (i.e., "they think my injury is the result of being a poor problem solver") or because this might encourage claimants to escalate conflicts at work. These concerns were addressed by discussing specific techniques for introducing the problem solving component to workers that would be neither blaming nor inflammatory, and emphasizing universal benefits (e.g., "everyone experiences problems at some time" and "problem solving is a technique used by many business managers to resolve typical organizational dilemmas"). After the training, written course comments and confidence ratings of case managers indicated no hesitation to perform the problem solving component of the ICM intervention.
Discussion
This study has described a training program for the evaluation and CM for claimants with a WRUED. Moreover, both ergonomic assessment and problem solving skills training are activities that appear to be acceptable and of interest to case managers working within a large and diverse workers' compensation system. Among a randomly selected group of workers' compensation case managers, posttraining ratings of participants indicated high satisfaction with the course itself and moderate to high levels of confidence to apply these skills in the management of subsequent WRUED claims.
At the conclusion of the 2 day training seminar, nurse case managers provided slightly higher ratings for the training itself than in their understanding and knowledge of the ICM approach. This seems a reasonable result, given the novelty of the material and the lack of any hands on experience applying these techniques. If confidence and knowledge ratings were higher, this might indicate that the training duplicated prior experience or provided no new information. As the moderate to high ratings reported, the training seminar appears to have been appropriate and helpful to participating case managers. Whether this approach is successful to improve health and disability outcomes among injured workers will be determined from results of an ongoing randomized, controlled trial of these services for injured workers.
Although nurses' ratings of the ICM approach and training program were high, some suggestions were offered for improvement. Confidence in providing ergonomic accommodations was lowest in the first and largest training group, and this may indicate that the training details related to identifying ergonomic risk factors and facilitating accommodations were the components most sensitive to class size. For example, describing and modeling the worksite walkthrough involved hands on training (e.g., taking measurements, visual inspection of work station). In smaller training groups (i.e., fewer than 12), it may be easier to achieve these training goals.
The program development and training experience provides some useful insights into the process of introducing a change to improve health care and rehabilitation. One conclusion that can be drawn from this development effort is that it is possible to propose, implement, and coordinate systematic changes to existing field operations within a large workers' compensation system with multiple stakeholders. This was accomplished through local training efforts only after key stakeholders at the national level adopted a master plan. This was accomplished within a relatively short period of time (i.e., 4 to 6 months) given the complexity of the system. In particular, the support and understanding of members of the AUGUST 2001, VOL. 49. NO.8 host agency (e.g., Medical Director, National Director of the Nurse Intervention Program, Staff Scientist, Senior Claims Analyst) was critical to the development efforts, final acceptance, and implementation of the ICM approach. The ICM intervention was developed with favorable review and feedback from regional OWCP authorities, employing agencies of the U.S. government (e.g., U.S. Postal Service, U.S. Department of Defense) and labor union officials. The goal of this coordination effort was to effect significant improvements to CM services while minimizing operational disruptions to employing agencies, recognizing organizational and policy constraints, and protecting the well being and legal rights of injured workers.
Although CM services are complex and involve shifting goals and activities, it was possible in this development effort to operationalize specific case manager functions (e.g., worksite evaluation, patient education, implementing accommodations) and propose modifications. Furthermore, these changes could be instituted within an existing framework for CM services with minimal increases in time allocation and cost. The two most significant innovations proposed by the ICM approach were to facilitate ergonomic accommodations and provide problem solving skills training. These mirror the importance of two suspected risk factors (i.e., ergonomic exposure, psychosocial distress) that may be responsible for onset of or delayed recovery from WRUEDs.
The ICM approach for WRUEDs is consistent with the findings of other studies of the role of the case manager with injured workers. The diagnostic complexity and variable recovery rates of work related musculoskeletal disorders suggest that these disorders may benefit from CM services . Both physicians and injured workers report that case managers' abilities to facilitate communication and resolve conflicts between clients, providers, and others are paramount (Pergola, 1999; .
Others have documented the importance of maximizing the participation of clients in the case manager's plan for treatment and rehabilitation (Tsai, 1999) . Also, a shift in the role of the case manager as a facilitator of change and instructor in problem solving may modify the negative perception by some injured workers related to case managers who are "over involved or smothering" (Brines, 1999b) . It is interesting to note that most injured workers report little or no interaction between their workers' compensation case manager and their employer (Brines, 1999a) . These findings support the ICM emphasis on engaging workers in active problem solving and facilitating workplace accommodations.
Certain limitations of the study deserve mention. First, this program was developed and implemented within an existing workers' compensation system (the U.S. Department of Labor's program for federal civilian workers). In other workers' compensation systems, differences in the usual role of the case manager, as well as claims policies and procedures, may affect the need for or the feasibility of implementing the ICM approach. Second, case managers participating in this study were RNs with a relatively high level of acute care and occupational health experience. Case managers with less health care training or less experience with injured workers may prefer a lengthier workshop before conducting ergonomic evaluations or providing client education in problem solving techniques. Another limitation of the study was that available data provided no opportunity to directly compare pretraining and posttraining levels of knowledge, attitudes, and practices among participating nurses.
This article reports on an innovation in CM directed at improving outcomes in claimants with a WRUED. Preliminary findings of the study reported elsewhere suggest case managers trained in the ICM approach recommended more workplace accommodations for workers with WRUEDs. The ICM 2 day training program appears to be acceptable and helpful to experienced nurse case managers and provides them with the confidence necessary to implement the evaluation and intervention components of ICM. Future studies will further assess its effects on symptoms, function, health care use, and lost time.
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